In this third (and final) paper based on an analysis of the contents of the Archive of Locally Based Perinatal Surveys, we consider a response to the demand for information about resources for perinatal health care. We suggest a minimum set of data which health authorities might regularly collect and present for this purpose. We stress that the imminent implementation of the recommendations on information about patients by the Steering Group on Health Services Information makes even more urgent the need for standard data about the facilities for their care.
INTRODUCTION
There is demand at local and central levels for information on resources available for health care. 1 - 2 The Steering Group on Health Services Information 3 have gone a long way towards answering these calls in their recommendations for the collection of patient information. However, they have left many details in respect of information about resources to local discretion. We consider that the achievement of standardization and comparability in this sphere is also of great importance.
A stimulus to our discussions about this issue in relation to the perinatal services was provided by the Archive of Locally Based Perinatal Surveys housed at the National Perinatal Epidemiology Unit in Oxford. 4 This Archive contains details and reports relating to mortality enquiries, surveys of staffing and equipment in the obstetric and neonatal services, and routine perinatal data collection systems. Previous analyses of the contents of this Archive have led to a suggested minimum data set and a common core of tabulations which may be adequate for basic perinatal audit and surveillance. 5 -6 In this third (and final) paper we have analysed the contents of the Archive, in conjunction with other sources, to put forward for discussion suggestions for a regular review of facilities for perinatal care within Regional Health Authorities in England and Wales. The information derived from such a review might serve many functions. As a minimum, it would act as a census describing what facilities there have been in the health region in the previous year. These data could then be compared with information for previous years, or with other regions, in conjunction with data about the relevant population. It could also be used as a basis for the planning of resource allocation for the future.
In this paper we describe our sources; establish the terms of reference for such a review; and put forward a suggested format for discussion.
MATERIALS
In using a number of different sources, we considered both those data which are being collected currently, both on a routine and an ad hoc basis, and also those recommended for collection in the future.
Data from routine sources about staff, and to a lesser extent buildings and equipment, are collected by health authorities for administrative purposes. Some of these data are returned, in a predetermined format, to central government so that aggregated national statistics can be compiled. Perhaps the most important of those are the Hospital Return (SH3), local health services returns (LHS27) and statistics about staff derived from payroll data These data are described in volume 1 of Birth Counts (Chapter 7) and returns are listed in Appendix I. 7 In addition to these routine sources we also consulted the reports of local ad hoc surveys on staffing and equipment already held in the Archive. 4 As these studies were carried out at different times by different people for a variety of purposes, a straightforward comparison of data items collected did not prove feasible. While they provided a useful source of items with which to complement routinely available information, many of the local surveys collected data which were already available from routine sources.
Furthermore, a number of bodies have made recommendations about the type of information which should be collected and these are listed in Appendix 1. Several policy suggestions for perinatal care have also recently emerged from governmental and professional bodies and these are listed in Appendix 2. We have therefore suggested additional items of information which need to be collected in order to monitor the effects of their implementation.
METHODS
Before making specific suggestions for individual data items to be included in the review, we considered firstly, definitional issues relating to the overall scope of the review, and secondly, criteria for assessing the inclusion of particular items.
Problems of definition
Here we discuss what we mean by the components of our title: regular review, facilities, perinatal and regional.
Regular review
To review means to look back. This implies that the focus of the exercise that we propose here is to look back in order to discover something about the facilities in the past, as an aid to evaluation and planning forHhe future. This is in contrast to data collection for immediate administrative purposes. For example, information on beds may be required each day in order to know how many patients can be admitted the next day. Our proposed review has a longer time scale.
Many reviews are carried out on an ad hoc basis. One such study in progress at present is that undertaken by the National Birthday Trust Fund (NBTF) in its national survey of facilities available at the place of birth. 8 However, a regular review must differ in many ways from an ad hoc survey. In general, information collected only once can afford to be more detailed than that to be collected often on a routine basis.
A review must be 'regular' in the frequency and timing both of the collection of data, and of their presentation. In both cases a balance must be struck between the extra work involved in undertaking the exercise more often, and the information which may be lost by allowing too long a period to elapse between reviews. At this stage, we are not making any recommendations about the frequency or timing of such reviews.
Currently, problems can arise when using routine sources of information for such a review because data about different aspects of services relate to different points in time. Data on staff in post at 30 September each year are returned to DHSS and the Welsh Office; financial data relate to the financial year, and most other hospital data cover the year ending 31 December. The Steering Group on Health Services Information has recommended that information on wards and beds should be presented for the financial year. 3 However, if the information were to be collected on an ongoing basis (such as weekly payroll data on staff), the options about how often and over which time period the material should be analysed may be left open.
Facilities
We are using the word 'facilities' to encompass buildings, space, staffing and equipment in the perinatal services. Whereas there will be little disagreement about such facilities as maternity units, midwives, obstetricians, neonatal ventilators, etc., the inclusion and exclusion of many other items may be more contentious. In general we exclude items that are implicitly covered in other ways. For instance, we do not mention items such as midwives' fetal stethoscopes as we consider that these are an integral part of the midwives' monitoring equipment Conversely, we do include electronic fetal heart rate monitors because these may not be routine items of perinatal equipment in all types of unit This distinction is even more marked for neonatal equipment. The list that we suggest would have been unrecognizable 10 years ago, and doubtless will be very different 10 years hence.
Some of the data items are difficult to define. While some data on staffing and equipment have been collected since the establishment of the National Health Service, and have been used for comparative purposes, 9 local differences in methods of counting have rendered their interpretation problematic. This is particularly true of hospital beds. The statistics that are currently used about hospital beds leave to local discretion what constitutes a 'staffed available bed'. Comparison of data about beds with other available measures of resources suggest that the statistics do not compare like with like between Regions. 10 The use of the data for Regional performance review has been subject to considerable criticism.'' Pressure to abandon the SH3 hospital return from which these data are derived is supported by the Steering Group for Health Services Information. 3 In their recommendations they still leave details of what constitutes adequate staffing or equipment per bed or per ward for local decision, but suggest counting physical numbers of beds or cots independently of numbers of available staff or items of equipment They also recommend that some measure of time availability of wards (in terms of the number of day and night periods) be included.
There are also difficulties about counting staff. Many staff work part-time and so it is important to calculate their whole time equivalent (wte) as is done by the DHSS and the Welsh Office in their published statistics. When comparing the wte's for different times or districts it is important to know whether full time contract hours are the same in the two groups. For example, a part-time midwife working 20 hours appeared in the statistics as 0-50 of wte when the full time hours were 40, but as 0-53 when these hours fell to 37-5 in 1980, giving rise to an apparent increase in staff without any change in the actual hours worked.
We have concentrated on staff in post, rather than the staff establishment A comparison of numbers of staff in post with whole time equivalents gives an indication of the extent of part time working, both as traditionally defined, and also for those working full time in the National Health Service but part-time within the perinatal services. A similar point may be raised over university staff with part-time appointments in the perinatal health services, making it important to specify whether or not a unit has training responsibilities.
Perinatal
For the purposes of a review of facilities for perinatal care the definition of the perinatal period as the time from 28 weeks gestation to 1 week postpartum used in mortality figures 12 must be extended. For planning and reviewing maternity and neonatal services, the time period covered needs to range from conception to 6 weeks postpartum. The corresponding services range from birth control to the end of postnatal care.
This range presents many problems for a review of facilities. The major difficulty relates to the varying proportions of their time which different facilities potentially can and actually do devote to perinatal care. Although similar problems exist whatever branch of the health service is under review, they are particularly intractable in the perinatal sphere because of its peculiarly hybrid nature.
In this review we have aimed to cover the wide range of facilities which might be expected to contribute to perinatal care. But there remain major difficulties concerning their attribution to particular perinatal services.
This applies both within and between the perinatal services. For instance, beds in gynaecological wards may be for that subspecialty, or they may be for services which we define as perinatal, such as the treatment of incomplete abortions, the insertion of a cervical suture, and interval postpartum sterilizations. Similarly, statistics about staff are also aggregated in such a way that it is often not possible to identify the amount of time devoted to specific branches of the perinatal services. For example, within a maternity unit, midwives may be designated to the labour ward or special care nursery, depending on such factors as volume of work.
There are no easy answers to this problem of attribution. The Steering Group on Health Services Information recommended that all costs should at least be attributable to specialties; in the case of obstetrics and gynaecology, the committee recommended division of the specialty to cost maternity services separately. 13 This Steering Group recognized that for payroll data, such as is derived using the Standard Manpower Planning and Personnel System (STAMP), financial codes should be developed to provide precise identification of the area of work of employees to aid the linking of manpower with activity information and costing.
14 Such detailed information may only be available from intensive surveys of workloads.
We recognize that although such detailed attribution would be useful for the purposes envisaged by our review, it might also imply a loss of flexibility in management Nevertheless, it might also serve to ensure that resources earmarked for particular purposes were so allocated Our suggested format for review covers facilities wholly or partly in the perinatal services, but the conceptual and practical problems of attribution need further discussion.
Regional
There are also several possible interpretations of the word 'regional'. At its broadest, it could refer to all facilities which might be used for perinatal care and that are available in a health region, or for residents of that region (see below). For example, the number of home helps employed by the local authority social services department may have important implications for the length of postnatal hospital stay, but the provision of home helps is outside the jurisdiction of the health authorities. Similarly, general practitioners and their facilities are essential to the provision of perinatal services, but as independent contractors they are not within the direct financial responsibility of the RHA, nor do they work to defined geographical boundaries. Hence, facilities for antenatal care provided either by GPs or midwives in health centres or surgeries for example, are not at present quantifiable. The overlap between perinatal services provided by the general practitioner and the community health services leads to the possibility of both omissions and double counting of information about available resources. Other difficulties occur over the role of private facilities (either in separate hospitals or within the National Health Service), and the provision of services for the families of the armed forces. For the Region to be able to use a review to plan its services, the set we propose will be limited (perhaps arbitrarily) to those services which may be provided by a Regional Health Authority.
Health authorities must also be aware, however, of sources of data showing the extent of provision by allied services. For example, information on home helps is included in Health and Social Services Statistics returned to the Department of Health and Social Security (SSDS001). Unfortunately, following the review of government statistical services in 1980, the return which itemizes the home help provision by client groups (SSDA3O3) was discontinued on the basis that this breakdown had 'no important uses'.
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Criteria for inclusion
The preceding discussion underlines the general difficulties inherent in any attempt to define a set of data items necessary for a regional review such as is considered here. Each individual item was assessed for inclusion in the suggested review by the same criteria as were used in suggesting a minimum set for perinatal audit 5 namely its potential usefulness, its unequivocal definition and its availability.
A SUGGESTED FORMAT FOR REGULAR REVIEW OF FACILITIES FOR PERINATAL CARE WITHIN A REGIONAL HEALTH AUTHORITY
From the foregoing discussion it is clear that there is no simple or correct format for a perinatal review and we appreciate the reluctance of the Steering Group for Health Services Information to define the details of measurement at local level. Nevertheless, we recognize that health authority staff will be seeking some pragmatic solution. Our concern is that they should arrive at comparable solutions.
Our suggestions for a minimum set of data for use in a regular review of facilities for perinatal care within a Regional Health Authority are presented in this spirit in Tables I-III . In our view, all the items included fulfil the first criterion, that of usefulness. The second, definitional problems, have already been discussed. Thirdly, the present or future availability of the data items is indicated in the Tables.
DISCUSSION
The value of any set of tabulations must depend on the uses to which it is put The set we are suggesting could provide basic information in the form of a census of facilities available in the region. This could be used to monitor changes in facilities over time within a region and provide crude comparisons with other regions.
Without information on the population being served by those facilities, however, the value of comparisons would be limited. We would suggest that data from the minimum sets Number of live births weighing 2500g or less recommended for monitoring practice 3 -5 -" would provide information about the populations. The choiceof an appropriate population to use as a basis for comparison and evaluation of services has been the subject of considerable controversy. Data could be based on either the population resident in the region (A and C in Table IV ), or, recognizing that regions do not provide services for their residents alone, 19 the population potentially served by the region (A, B and C in Table IV ). In addition, health managers may also be interested in information based on institutions within the region. Births to non-residents of a region, and occurring outside that region, are clearly not the concern of a regional review (D in Table IV ). The appropriate population base will depend on the purposes of the review of facilities.
As an example of the use of population data to illuminate information on facilities, the number of cots in a special care nursery could be compared with the number of live births of babies less than 2500 g born to residents of each region. In 1982 this showed a linear relationship (Fig. 1) , suggesting that there is some sort of rationality in the allocation of cots to needs.
The combination of data on outcomes with that for facilities and populations provides a framework for an audit of the services. This issue has been explored elsewhere,"-20 and is also currently the subject of research. In terms of our example, and considering mortality as a measure of outcome rather than of need, the relationship between the number of cots per 1000 low weight live births and the neonatal mortality rate for that birth weight group born to residents in each Region is shown in Fig. 2 . The lack of an obvious relationship may have a number of explanations. There may not be any relationship, or it may be obscured for a number of reasons. For example, it may be that 'cots' are not well-defined entities; neonatal special care cots are also used for many babies weighing over 2500 g; and admission policies vary between and within regions. 7 This implies that the existence of facilities is an imperfect guide to their actual usage. For instance, the same square footage of clinic space may be used in very different ways depending on the local populations and practice. The same numbers of whole time staff on the payroll may hide differences in the proportion which may be off sick, on holiday, or only available for night shifts. Equipment may exist but be out of order, or being cleaned. Hence, in attempting to assess the efficient allocation of resources it may be helpful to enhance the data on facilities with information about their usage.
The juxtaposition of information about perinatal facilities with knowledge of their usage, and with relevant population and outcome data, can provide useful indications about the effectiveness of the services, and this approach should be exploited in circumstances in which formal experiments are not practicable.
CONCLUSIONS
Ideally the review process which we have proposed should not have to employ additional resources but should make use of routinely collected data. In practice, this is not always possible. Data such as that about equipment in maternity units may not be universally available on a routine basis. Also, information may not be produced in a form appropriate for review.
In the present climate of economic stringency the National Health Service is under continual pressure to justify its resource allocation. This has resulted in a growing recognition by community physicians, health authority members and community health councillors among others that appropriate data are not available to address these issues. Prompt feedback of information, especially to those providing the data, will help to improve their quality.
The Steering Group on Health Service Information has, of necessity, concentrated on general principles of information requirements but has left many important details on facilities to local discretion. Because plans are now being made to implement its proposals, the opportune moment to discuss the incorporation of a generally useful and well defined minimum set of tabulations about perinatal facilities into any system of data collection is now, if we want to ensure that comparable data are available in the future.
